For the APN role to survive-specifically, for current APNs to safeguard their jobs and to ensure there are more and better jobs in the future-dependable sources of revenue supporting that position are needed. Furthermore, there must be clear legal authority for that role. Often, one is tied to the other (ie, reimbursement is dependent upon legal authority). For example, APNs may bill Medicare under the physician payment system (Part B) only if the APN has the legal authority under state law to perform the procedure being billed. 1 Several fairly recent business and legal developments have changed the economic landscape for hospitals and those employed by hospitals. These developments include changes in the way hospitals are reimbursed, increased opportunities for billing APNs' services under the physician reimbursement systems, and changes in postgraduate medicalsurgical residency programs. Some doors have opened for APNs. Some doors that could open have not been tried. In some situations, the key to the door needs to be adjusted. Some doors may close, unless adjustments are made. It is now imperative that acute care APNs structure their roles such that employers can capture third-party reimbursement for the APN services.
This article describes the financial factors and legal issues that affect current job BUPPERT AACN Clinical Issues opportunities, stability, and structure for APNs in acute and critical care. The author offers recommendations on how APNs can secure their positions. This article focuses on nurse practitioners and clinical nurse specialists (CNS) and does not address the issues of certified registered nurse anesthetists or midwives, as these latter two types of APNs practice under different laws and are financed in different ways.
Changes in the Economic Landscape

Changes in Hospital Reimbursement
In the past, the Federal government provided significant financial support to hospitals by reimbursing hospitals for a percentage of their "costs" of providing care. Under the cost-based system, hospitals could pass along their costs, whatever the amount. But as costs increased, the Federal government was unable and unwilling to keep increasing payments to hospitals; in the mid-1980s the government changed the rules. Hospitals are no longer reimbursed for their costs, but are paid by Medicare under a "prospective payment system," meaning the hospital receives a set amount per patient discharge or per outpatient procedure, with little regard for the hospital's actual costs. The amount a hospital receives from Medicare for a patient's hospitalization now depends upon the patient's diagnosis, specifically the diagnostic related group (DRG). DRGs are categories of patients with similar conditions who receive similar treatments. DRGs are based on factors such as the patient's diagnosis, complications, and whether the patient underwent surgery. There are approximately 500 DRGs, and each has a fee attached. Medicaid, which is administered by the states, still reimburses certain hospitals for costs, but many states follow Medicare's lead, and pay hospitals a per diem rate based on DRGs. For outpatient services, hospitals now receive a set facility fee for each service provided, rather than reimbursement based on costs. Medical and surgical residencies are no longer financed by passing along to the government a hospital's costs of running the residency program. Instead, teaching hospitals receive a set fee per resident. The fee is determined by a calculation that takes into account a fixed base amount, adjusted for inflation and number of Medicare patient days.
In the past, hospitals reported their costs and received payments from Medicare and Medicaid on the basis of "cost reports." Hospitals still submit cost reports to the government, but most hospitals no longer are reimbursed on the basis of those reports. Because hospitals receive a set financial repayment, no matter what the hospital spends and no matter how long a patient is hospitalized, hospitals are trying to decrease the duration of patient stays and the expense of caring for each patient. In the past, the cost of salaries and benefits for APNs, registered nurses, pharmacists, housekeeping, dietary, and pharmacy could be passed on to the government; today, the services of those clinicians must be covered by the hospital's aggregate DRG payments. Commercial third-party payers pay hospitals set amounts for hospitalizations and outpatient procedures, so there is no opportunity to pass costs to commercial payers.
This situation has created opportunities for APNs, specifically nurse practitioners. Certain hospitals have hired nurse practitioners to make admission, patient management, and discharge more efficient. For example, if a patient's attending physician is unable to be present to discharge a patient, a hospitalemployed nurse practitioner can handle the physician's part of the discharge (assuming that the nurse practitioner's scope of practice under state law authorizes him or her to conduct medical evaluations and prescribe medications), thus avoiding an extra hospital admission day. However, when a hospital has a budget deficit, APNs' salaries and benefits are viewed as an expense-a budget line that can be cut. 2 Many hospitals are facing budget deficits.
3,4
Increased Opportunities for Billing Advanced Practice Nursing Services
There are increasing opportunities to cover the expenses of nurse practitioners (eg, salaries, benefits) by billing the nurse practitioner's services under the physician payment system. In the past, APNs' services were reimbursed primarily through Medicare's payments to hospitals under Medicare Part A, which pays a percentage of the expenses of hospitalization, with the exception of physician services. Medicare Part B covers physician services. Now, it is legal for a hospital to bill APN services to Medicare under Part B, as a physician service, if the APN is, in fact, performing a physician service, and if the hospital is not being reimbursed under Part A Medicare for the APN's salary. 1 Medicaid and most commercial third-party payers also are reimbursing for nurse practitioner services, when the nurse practitioner is performing physician services; however, the conditions vary from payer to payer.
5−7 Some thirdparty payers are reimbursing CNS services. Baradell and Buppert present a discussion of the legal and procedural considerations involved in billing for CNS services. 6 When an APN's services are reimbursed by a thirdparty payer and the resulting revenues cover the APN's salary, benefits, and, perhaps, a profit, the APN becomes a revenue generator. When an APN is performing nursing services only, or when the hospital is not billing for physician services performed by the APN, the APN is viewed as an expense. See Table 1 for a comparison of the legal definition of physician services and nursing services.
It is sound for hospitals to structure an APN's place in its operations such that the hospital can bill for the APN's services under the physician payment system for the following reasons:
1. While there are exceptions, salaries and benefits of APNs who are employed by hospitals are no longer reimbursed under most hospitals' cost reports. 2. APN services may, under certain circumstances, be reimbursed through the physician payment system. 3. The money hospitals receive through DRG and prospective payments needs to cover the services of a wide variety of personnel.
Changes in Residency Programs
In addition to changes in the way residen- The nurse practice acts of most states are available on line at the Board of Nursing web sites.
5. Commercial payers do not uniformly reimburse APN services. The rates and policies vary.
One Bill per Patient per Service per Day
When multiple clinicians provide a patient with the same categories of services on the same day, the clinicians must agree on who will bill the service. For example, Medicare will pay for a medically necessary visit from a neurologist and from an internist to the same patient on the same day, but if Medicare receives two bills from internists for "subsequent hospital visits" for the same patient on the same day, Medicare may decline to pay whichever bill arrives second. Thus, if a private practice internist sees a patient, and a hospital-employed nurse practitioner on the internal medicine service also sees that patient on the same date, and both bill for a subsequent hospital visit, one bill likely will be denied payment. Under certain circumstances the work of an APN and the work of a physician may be combined for billing purposes. This is called shared billing. 8 However, in order to bill shared services, the APN and physician must have an employment or other type of contractual business relationship. Usually, no such contractual arrangement exists between an APN employed by a hospital and a private practice physician. (The collaborative agreement required by many states is not necessarily a contractual business relationship that would enable a private practice physician to bill for an APN's work under the principles of "shared billing." It is unusual, but not illegal, for APNs employed by hospitals to have collaborative agreements with physicians who are employed by another entity.)
If a hospital-employed APN completes an evaluation and management service for a patient admitted by a private practice physician, and the physician does not visit the patient that day, then the APN's employer may bill the service. The physician may not bill for the APN's work, in that situation. A physician who billed a service performed by an APN who is neither employed by the physician's group nor under contract with the physician's group would be at risk of committing fraud.
Consider this sample scenario: A patient admitted by a private practice physician is ready to be discharged. However, the physician does not arrive by the daily deadline for discharge. The hospital employs a nurse practitioner who can perform the physician services necessary for discharge. The nurse practitioner performs those services-the final examination of the patient, discussion of the hospital stay, instruction for continuing care to all relevant caregivers, and preparation of discharge records, prescription, and referral forms-and spends more than 30 minutes doing so. The hospital could bill the patient's insurance for CPT 99238 for the nurse practitioner's work. 9 It would be inappropriate and illegal for the private practice physician to bill for the discharge. 8 Some hospitals are having difficulty identifying and establishing the procedures that their APNs are performing as distinct from the procedures that private practice physicians are performing and billing.
Advanced Practice Nurses Performing Nonbillable Services
If an APN employed by a hospital checks the results of laboratory tests ordered by a private practice internist and alters the patient's intravenous solution, that service is not billable. The reasons for this are three-fold. First, the APN has not performed a professional or technical procedure described by a CPT code. Second, following up on laboratory results and altering therapy does not fulfill the full requirements of an evaluation and management visit, which include history-taking, physical examination, and medical decision making. Third, the private practice internist visited the patient earlier in the day, and is highly likely to be billing an evaluation and management visit, which precludes further bills for evaluation and management from internal medicine that day. The private practice physician cannot incorporate the APN's service into the physician's bill because the APN and physician have no employment or contractual relationship. The APN has provided the service free of charge.
ACUTE CARE NURSE PRACTITIONER FUNCTIONS COM-PARED WITH BILLING OPPORTUNITIES:
Kleinpell's surveys 10 of the functions of nurse practitioners documented that the role components of acute care nurse practitioners include: history (93%), physical examination (95%), writing orders (94%), rounding (86%), procedures (82%), initiating transfers (75%), consultations (70%), and discharge summaries (70%).
These role components are not described and bundled in exactly the same way that the required elements of the procedural codes used by physicians are described and bundled. The elements of evaluation and management, according to CPT, are "history taking," "physical examination," and "medical decision making."
9 "Writing orders" is not medical decision making, though medical decisions must be made before writing orders, unless one is simply writing a verbal order made by a physician. If an APN (or physician) is to bill for evaluation and management, the APN or physician must perform and document at least two of the three required elements. If an APN performs "writing orders" only, that work is not billable.
"Rounding" is not a billable service. "Procedures" may be billable, if the procedure is described by a CPT code, is medically necessary, and is within the scope of practice of an APN. "Initiating transfers" is not a billable physician service. "Consultations" are billable by APNs when the consultation includes history taking, physical examination, and BUPPERT Institute blood therapies (60) Not billable. This is a nursing service.
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Perform wound packing (60) Not billable. This is a nursing service.
CPT, current procedural terminology; APN, advanced practice nurse.
medical decision making (ie, it is the physician service of consultation, rather than a nursing consultation). "Discharges" are billable if the service includes performing the final examination of the patient, discussion of the hospital stay, instruction for continuing care to all relevant caregivers, and preparation of discharge records, prescriptions, and referral forms. However, if the nurse practitioner simply writes the discharge summary and/or order without performing the other functions, the nurse practitioner's service is not billable. Kleinpell asked acute care nurse practitioners which procedures they perform most frequently, less frequently, and rarely. Potential for billing each of these services are provided in Tables 2, 3 , and 4. The tables indicate that the services performed "most frequently" by APNs in acute care are not billable. The services being performed "less frequently" and "rarely" are billable, primarily. The tables suggest that APNs in acute care are performing parts of physician services but not the entire service. Kleinpell concluded that survey data indicated that many acute care nurse practitioners are spending the majority of their time performing the "integrative" role, rather than the full evaluation and management service and rather than specific technical procedures. 10 A comparison of the components of acute care nurse practitioner educational program content with the requirements for billing evaluation and management and consultation suggest that acute care nurse practitioners are qualified to perform all of the elements needed to bill evaluation and management and consultation codes (Table 5 ). While there is nothing wrong with performing an integrative role, integrative services are nursing services reimbursed through DRG payments, which must also support a hospital's capital costs and the salaries of all other hospital personnel. The nurse practitioner who performs predominantly integrative and nursing services will remain firmly in the realm of an "expense" in the eyes of a hospital employer. Services within the "integrative role" may be billable as the physician service "coordination of care," but the nurse practitioner who bills for coordination of care must be ready to explain why the service is a physician service rather than a nursing service. It is unclear why nurse practitioners are performing so many nursing services.
CLINICAL NURSE SPECIALIST FUNCTIONS AND COR-RESPONDING BILLING OPPORTUNITIES:
According to the National Association of Clinical Nurse Specialists (NACNS), a clinical nurse htm. † Medical decision making refers to "the complexity of establishing a diagnosis and/or selecting a management option as measured by a) the number of possible diagnoses and/or the number of management options that must be considered, b) the amount and/or complexity of medical records, diagnostic tests, and/or other information that must be obtained, reviewed, and analyzed; and c) the risk of significant complications, morbidity and/or mortality as well as comorbidities, associated with the patient's presenting problems, the diagnostic procedure and/or the possible management options. specialist (CNS) independently provides theory and research-based care to clients facilitating attainment of health goals, works with nurses to advance nursing practice to costeffectively improve outcomes, and/or provides clinical expertise to affect system-wide changes in organizations to improve programs of care. 11 The psychiatric CNS specializes in the diagnosis and treatment of patients with psychiatric disorders. 12 In order to bill the physician service "evaluation and management," one or more of the following categories of services must be performed: medical evaluation (historytaking and examination), medical decision making (diagnosis and treatment), counseling, and/or coordination of care.
There is no interface between the NACNS's definition of CNS functions and the elements of physician services billable under the CPT system. However, psychiatric CNSs who diagnose and treat are providing billable physician services. Table 6 provides an analysis of the billable functions of the CNS, using North Carolina law regarding the CNS.
Rules Are Complicated
The rules for billing physician services and the rules specific to APNs are complicated, scattered throughout Federal and state law, and vary from payer to payer. For the details, see references 5-7. Whether a hospital can bill for its APN services depends on the answer to at least 11 questions. Figure 1 provides an algorithm directing the process a hospital should undergo to determine whether to establish a program to bill its nurse practitioner services.
State Laws on Scope of Practice Can Be Nonspecific
Payers such as Medicare require that physician services performed by an APN be within the scope of practice of the APN under state law. State laws vary considerably. State laws contain general terms, rather than language consistent with CPT. For example, no state law specifically states that a nurse practitioner can "place a central venous catheter."
Compare North Carolina's law on scope of practice for a nurse practitioner with its law on the scope of practice of a CNS.
• Nurse Practitioner, North Carolina:
The NP shall be responsible and accountable for the continuous and comprehensive management of a broad range of personal health services for which the NP shall be educationally prepared and for which competency has been maintained, with physician supervision. . . . These services include but are not restricted to:
1) promotion and maintenance of health 2) prevention of illness and disability 3) diagnosis, treating and managing acute and chronic illnesses 4) guidance and counseling of both individuals and families 5) prescribing, administering and dispensing therapeutic measures, tests, procedures, and drugs 6) planning for situations beyond the NP's expertise and consulting with and referring to other health care providers as appropriate and 7) evaluating health outcomes.
N. C. Admin Code tit. 21 r.36.0227(b).
• Clinical Nurse Specialist, North Carolina:
Clinical nurse specialist practice incorporates the basic components of nursing practice. . . as well as the understanding and application of nursing principles at an advanced level in his/her area of clinical specialization which includes but is not limited to: 1) assessing clients' health status, synthesizing and analyzing multiple sources of data, and identifying alternative possibilities as to the nature of a healthcare problem;
BUPPERT AACN Clinical Issues 2) diagnosing and managing clients' acute and chronic health problems within a nursing framework; 3) formulating strategies to promote wellness and prevent illness; 4) prescribing and implementing therapeutic and corrective nursing measures; 5) planning for situations beyond expertise, and consulting with or referring clients to other healthcare providers as appropriate; 6) promoting and practicing in collegial and collaborative relationships with clients, families, other healthcare professionals and individuals whose decisions influence the health of individual clients, families, and communities; 7) initiating, establishing, and utilizing measures to evaluate healthcare outcomes and modify nursing practice decisions; 8) assuming leadership for the application of research findings for the improvement of healthcare outcomes; and 9) integrating education, consultation, management, leadership, and research into the advanced clinical nursing specialist role. Compare the California law on nurse practitioners with that state's law on the scope of practice, of physicians: "The physician's and surgeon's certificate authorizes the holder to use drugs or devices in or upon human beings and to sever or penetrate the tissues of human beings and to use any and all other methods in the treatment of diseases, injuries, deformities, and other physical and mental conditions." California Medical Practice Act, Business and Professions Code, Section 2051.
NCAC 36.0228(c).
Nurses in California can perform medical acts under standardized protocols developed in collaboration with physicians. However, an acute care APN in California may be less confident than a North Carolina APN about his or her legal authority to perform physician services.
For the scope of practice for APNs in each state, visit the Board of Nursing web site.
Commercial Payers' Policies Not Uniform
More than ever before, commercial payers are reimbursing APNs who provide physician services. However, hospital administrators cannot assume that all commercial payers will reimburse for APN-performed physician services. A hospital planning to bill its APN services should query each payer regarding the company policies. Some commercial payers want APN services billed under a physician's name. Some payers reimburse APNs at different rates. The rules are obtainable, but it is not often easy.
Recommendations
Kleinpell, after conducting and analyzing longitudinal surveys of the practice of acute care nurse practitioners, described the role as "evolving" and "expanding." 13 Acute care nurse practitioners have said they are "pioneering the role" and that the role is still "developing." 13 The CNS role has also been described as "evolving." 14−16 If the roles are still evolving, then it is possible to adjust them to maximize reimbursement. In order to promote this, several strategies are recommended:
Bill When the Opportunity Is There
Hospitals that employ APNs may be missing a source of revenue if they fail to bill third-party payers when the APN's services meet the criteria for reimbursement under the physician payment system. If an APN is performing enough of an evaluation and management service to meet the criteria given in CPT and the Center for Medicare and Medicaid Services' Documentation Guidelines for Evaluation and Management, 17 the APN's employer should consider billing the work. If no physician, physician assistant, or other APN has provided that physician service to that patient that day, then the hospital, and no other entity, should capture the reimbursement for the nurse practitioner's service. If a hospital-employed nurse practitioner and a private practice physician in the same specialty both are performing evaluation and management services for a hospitalized patient on any given day, and the hospital is not billing for the APN's service, then at least one of four scenarios is occurring: a) physician services are being unnecessarily duplicated; b) the patient requires more physician service than the billing system will reimburse, and the hospital is providing necessary but uncompensated services; c) the APN is performing services for which the private practice physician is billing; and/or d) the hospital has the APN's salary on its cost report, and is still receiving reimbursement from Medicare or Medicaid based on the cost report. A financially savvy hospital administrator will want to know which of these situations is occurring. While team work is generally good for patients, the opportunities for billing physician services performed by teams are strictly defined by law. 8 If hospitals are subsidizing private physician practices by offering hospital-employed nurse AACN Clinical Issues practitioners to perform services which are billed by private physicians, that situation arguably falls into the realm of kickbacks, which are illegal. 18, 19 Physicians who bill Medicare for services performed by APNs not employed by the physician's practice are risking charges of fraud.
Adjust to the Current Physician Payment System
Faculty who educate APNs must be certain that their curriculum produces a professional who meets not only the practical work force needs of the healthcare system, but whose work is sustainable under the current system of healthcare finance and authorized under state and federal law. It is most productive to educate APNs who use the full range of their education in their jobs. If the financial basis for an APN position is derived from performing discrete therapeutic and diagnostic procedures, it makes sense to educate APNs to perform those procedures.
Individual APNs who want to keep their jobs need to know how their salary and benefits are financed, how to structure their job so that they are used in the most costefficient way, and how to capture reimbursement when the opportunity exists. It is precarious to be in a job where one performs nonbillable services.
APNs, their employers, and educators need to use physician service language-CPT-when describing an APN's services. It may be philosophically rewarding to describe the APN as performing nursing, but it is not financially sustaining for the long term. APNs must learn how to code the evaluation and management service, if that is how the APN is spending his or her time. If a CNS is providing billable patient counseling, then he or she should learn how to code and bill for that service. If there are opportunities within a hospital to perform billable technical procedures, then APNs need to learn how to perform such procedures.
Clarify State Law
Before performing a procedure, determine that the legal authority to perform the procedure is clear. If it is unclear, seek clarification from the Board of Nursing, or seek a change of statute or regulation. APNs interviewing for jobs with hospitals should make it clear to their potential employer that the APN can concentrate on billable services, integrative services, or a combination of those services to meet hospital needs, but that only physician services are separately billable.
Ask for the Business Plan Behind a Job Offer
Usually, it is precarious to be an APN performing registered nurse functions, because registered nurses theoretically are less expensive than APNs. If an APN is offered a job that is more integrative than procedural, the wise APN will ask how the job is funded. Some hospitals may qualify for exceptions to the DRG payment system and may still be reimbursed on a cost basis. Some hospitals have grants. Some hospitals' registered nurse staff is so fluctuant that the hospital needs stable, well-educated clinicians, and the hospital is willing to allocate the funds for integrative services.
Conclusion
Attending to financial detail is necessary if APNs are to retain their jobs and advance as other professionals advance. Reimbursement for healthcare services is regulated by law, more than ever before. To prepare to participate in today's healthcare industry, all APNs need to learn not only pathophysiology and how to evaluate research, but also how to monitor and influence legislation and rule making, how to compose a business plan, how to monitor income and expenses, how to present oral and written arguments supporting a position in the system, and how to remain current on the latest changes in law and policy affecting one's job.
